Ectopic cervical thymic cysts are uncommon lesions and definitive preoperative diagnosis is not always possible. Surgical excision is recommended due to the small but possible chance of malignant degeneration in adulthood. We present a case of a nine-year-old boy with an asymptomatic lesion in his neck, discuss the differential diagnoses of such lesions and treatment considerations.
INTRODUCTION
A nine-year-old boy presented with a two-month history of an asymptomatic left sided neck swelling which was identified on histological examination to be an ectopic thymic cyst. In this case report we consider the differential diagnoses of cystic lesions in the neck in children, the pathophysiology and treatment considerations.
CASE REPORT
A previously well nine-year-old boy presented with a two month history of an asymptomatic left sided neck swelling.
It was an ill-defined 4 cm by 3 cm soft, non-tender, cystic lesion in the left anterior triangle of the neck. Ultrasound demonstrated an avascular cystic structure, lateral to the left side of the thyroid, not typical for a cystic hygroma or branchial cyst. An MRI scan identified proteinaceous material within a bi-lobed cystic lesion (Figure 1) , suggesting a branchial cyst but diagnostic uncertainty remained and an excision biopsy was performed.
Macroscopically, the specimen was multiloculated and contained "green, jelly-like material" with yellow areas in the wall. Microscopically the cyst wall contained thymic tissue with Hassall's corpuscles and cholesterol granulomas establishing the diagnosis of a thymic cyst.
DISCUSSION
Ectopic thymic cysts are rare lesions but should be considered in the differential diagnosis of cervical cystic lesions in children. Approximately 75% occur in patients under the age of 20 years of age [1] with the majority presenting between two and thirteen years [2] . Of these paediatric cases, 75% arise in boys in the first decade of life [1] .
Ectopic thymic tissue can be cystic or solid. Cysts are more common, representing 71% of cases reported [1] . Although most are asymptomatic at presentation, 10% were symptomatic. Symptoms described include: dyspnoea, stridor, dysphagia, upper respiratory tract infections and cervical pain [3] .
The pathophysiology of ectopic thymic tissue is thought to be related to the pathway the developing thymus takes between the sixth and ninth week of embryonic life [2] . At six weeks, outgrowths from the 3rd pharyngeal pouch start to descend into the mediastinum. The developing thymic tissue travels through the piriform sinus, continues through the thyrohyoid membrane, between the carotid and vagus, behind the glossopharyngeal nerve and enters the anterior mediastinum lateral to the thyroid gland [4] . The differential diagnosis of cystic masses in the neck in children includes cystic hygromas, branchial cleft cysts, thryroglossal duct cysts, dermoid and teratoid cysts and cystic vascular abnormalities. Ectopic thymic cysts are frequently overlooked.
We briefly consider the features of the most common cystic lesions. Cystic hygromas tend to present before two years of age [2, 5] and can enlarge rapidly due to a viral or bacterial infection. Branchial cleft cysts typically present in the upper third of the neck and present more commonly in the third decade of life [2] , whereas, branchial sinuses or fistulae commonly present in childhood. Thyroglossal cysts in contrast present in the midline, reflecting the path that the thyroid takes as it migrates caudally. Dermoid cysts are also often in the midline, along lines of fusion and contain sebaceous material [5] . Table 1 summarises the key characteristics of cystic lesions in the neck. Malignant degeneration is rare but has been reported [6] . It is more common in solid thymic remnants and tends to occur in adulthood.
Imaging is not usually diagnostic. However, MRI or CT scanning can be useful to identify mediastinal extension which occurs in 50% of cases and will demonstrate surrounding structures in more detail than ultrasonography [7] .
Aspiration cytology is not helpful as one needs cyst wall tissue to establish a diagnosis. Excision biopsy remains the only way to reach a definitive diagnosis. Hassall's corpuscles and cholesterol granulomata are pathognomonic.
The diagnostic uncertainty of cystic lesions in the neck can impact on treatment options. In the last decade injection schlerotherapy has become a popular choice for treatment of cystic hygromas. Much of the literature identifies that thymic cysts were frequently misdiagnosed preoperatively as either branchial cysts or cystic hygromas. Given the difficulty of definitive pre-operative diagnosis and the theoretical risk of malignancy developing in later years, the diagnosis of ectopic thymic cysts should be considered.
CONCLUSION
Ectopic cervical thymic cysts are uncommon lesions. A definitive pre-operative diagnosis is not always possible and with the risk of malignant degeneration in adulthood, surgical excision is recommended where diagnostic uncertainty remains.
